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Abstract 
Similar to other countries from Eastern Europe, the Semashko health care system before 1989 in Romania was a highly regulated, 
standardized and centralized system, characterized through an inequitable allocation of resources, the lack of response to local 
needs and poor managerial capacities. After 1990 the country has engaged into a long road of health care reforms in order to 
significantly improve the health system performance and patient satisfaction. The focus of these reforms was mainly on the 
financing issues, finally transforming the state financed model to an insurance based system, a system that has almost totally 
ignored the socio-economic and cultural metamorphose of its „patients”. Liberty, globalization and multiculturalism are the 
current buzz words, allowing the language of consumerism to progressively incorporate more and more the health care system, 
and inspiring us to view health just as another simple commodity. The paper explores the way health it is perceived and dealt
with in the Romanian society, analyzing the contextual consumption background along with influence of variables like health 
information and health knowledge.  
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1. Introduction 
In the noble name of health, both private and public expenditures in this area have registered great augmentations 
during the last two decades, rising even faster than the per capita GDP in some countries (WHO, OECD reports). 
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When we take into consideration the public health perspective - the prevention and treatment of diseases, 
improvements in water supply and sanitation, nutrition, housing and education – all of these measures that strive to 
provide equitable access to care, especially for the poor, are, under every logic, more than entitled to vast 
disbursements. The situation is quite opposite when discussing it from the private sector point of view, especially in 
the developed countries. Narrowing the facts, we will refer to household out-of-pocket spending which seems to 
increase by inertia even if there are many proofs (Kenny, 1999, Holden, 2005, Camfield et al., 2009)  that contradict 
the fact that well-being is a function of bigger amounts of money spent on health and also other (consumption) 
goods. In this sense, Ariely’s introductory questions into the study of human predictable irrationality „Why a 50-cent 
aspirin can do what a penny aspirin can’t?” (Ariely, 2008:173), represents a question which synthesize at its best the 
purpose of the present paper.  
Further deepening the analysis of the contemporary reality, we postulate a possible correlation between the above 
changes in health expenditures and the current patterns of consumption in our society. Simply putted, people often 
spend a lot of money purchasing goods that don’t actually produce lasting satisfaction or happiness (Heath, 2001:3).  
Thus, consumption in general is primarily a social process (Schor, 2002) and, in some increasing areas, health 
consumption has also surpassed its original mission of meeting basic needs, creating a new kind of social space 
associated with a healthy lifestyle. 
The subject of our investigations will be represented by the Romanian society. Similar to other countries from 
Eastern Europe, the Semashko health care system before 1989 in Romania was a highly regulated, standardized and 
centralized system, characterized through an inequitable allocation of resources, the lack of response to local needs 
and poor managerial capacities (Vlădescu et al., 2005). After 1990 the country has engaged into a long road of health 
care reforms in order to significantly improve the health system performance and patient satisfaction. The focus of 
these reforms was mainly on the financing issues, finally transforming the state financed model to an insurance 
based system, a system that has almost totally ignored the socio-economic and cultural metamorphose of its 
„patients”. Liberty, globalization and multiculturalism are the current buzz words, allowing the language of 
consumerism to progressively incorporate more and more the health care system, and inspiring us to view health just 
as another simple commodity.  
Departing from this last observation, the paper is structured as follows: after the introductory section there is brief 
literature review that explores the way health it is perceived and dealt with in the consumption society, offering the 
necessary theoretical foundation in understanding the contextual analysis we want to perform.  The following section 
generates a static framework on the level of information and knowledge about health that can be found in the 
Romania, while the last part of the paper brings into scene a simple and schematic cybernetic model in order to 
illustrate the mechanism imposed by the consumption society to health care.  Not last, the conclusive notes infirm 
the fact that only consuming more for health is a cure-all solution. By contrary, it is just another feature of 
consumerism, maybe more dangerous because of its innocent and easy to believe undercover. 
2. Health and the Consumer Society 
The consumption of particular health-related goods and services is not shaped anymore simply by perceived 
health benefits translated through a state of improved health, but also by their associations with particular images, 
lifestyles, and preferences (Henderson & Peterson, 2002). On a structural level, health care markets in Europe and 
the US have developed at an accelerated paste and the pharmaceutical industry has became one of the most 
profitable business area. All of these facts happen in a context where we start to discover that an individual’s 
decision depends more on how it is framed, on heuristics and biases (Tversky and Kahneman, 1974), and not only 
on the primary meaning of the decision problem. Thus, health consumption habits seem to be equally exposed to the 
consumerist values that rule our decisions regarding food, cloth and other common goods. From here derives our 
easily noticeable preoccupation for the fastest, and usually most expensive, ways to maintain our health: 
„consumerism in health care is driven by a combination of employers, policymakers, and a grassroots consumerism 
that is aided by the Internet and fueled by a managed care backlash” (Dickman & Veit, 2001). 
The adoption of the marketing approach in health promotion, which implies a clear dualistic distinction between 
the ‘consumers’ who have needs, wants, and desires, and the service providers or marketers, who have plans, 
targets, and goals, denies the relations of power and knowledge existing between ‘consumers’ and providers. It 
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implies that the former have needs or lacks, which can be satisfied simply through the provision, purchase, and 
consumption of goods and services (Grace, 1991, pp. 334–5). The prescription drug demand is a good illustration of 
the issue. Encouraged by advertisements and convinced that drugs are a "silver bullet" for their health problems that 
produce results much faster and easier than, say, lifestyle changes, consumers are demanding from their physicians 
the brand-name drugs they believe are part of a quality health care package.  
The Romanian example in this particular case is interesting because of the existing oscillation between brand 
prescription policy and the generic one. In Europe, the general trend is to follow the prescription which uses the 
International Nonproprietary Names (INN or the abbreviation DCI in Romanian). INN identifies pharmaceutical 
substances or active pharmaceutical ingredients and each INN is a unique name that is globally recognized and is 
public property. One of the main purposes for using INN is the preoccupation for rationalizing health budgets 
through the usage of cheaper medicines, without affecting the treatment quality. Within the INN framework the 
physician indicates to the patient, on the prescription, the active substance so that the patient could chose in a 
pharmacy a cheaper medicine or a more expensive brand medicine, containing the specific substance.  However, the 
third party involved in this issue is represented by medical distributors who influence what types of medicines are 
available in a drugstore, depending on the margins profit they bring. From a profit point of view, expensive 
medicines are preferred and, brand prescription the marketing interest center to physicians as their recommendation 
carries the greatest weight. 
Arthur Frank (in a volume edited by Henderson and Peterson, 2002) explicitly develops three critiques of medical 
consumerism. The first level of critique concerns the body, reflected in a sort of body consumerism, manipulated by 
messages that pair images of an ideal body with a product that promises to close the gap between the consumer’s 
body and that ideal. Secondly, it highlights the fact that medical consumerism distorts perceptions of medicine as a 
social good. Ultimately, in Frank’s opinion, medical consumerism affects society by insinuating health as the 
contemporary basis of what Weber argued religion traditionally reinforced: ‘the theodicy of good fortune’.  
For a balanced view of the problem it is worth stating that there are also favorable opinions regarding health 
consumerism: „It means providing tools to compare price, quality and service. It means sharing decision-making 
among all parties in choosing between treatment options, keeping in mind the strength of evidence and risk 
associated with each. It means change” (Keckley & Eselius, 2008:82). While we accept that some of the prose can 
turn out to be pertinent arguments, we consider that our critique approach has a very solid foundation based on 
literature existing on the phenomenon of consumerism and consumption society in general. More precisely, in a 
concise expression consumerism is the theory that states an increasing consumption of goods to be economically 
desirable, under all circumstances. Thus, we understand that health consumerism is economically desirable (through 
all the market institutions involved) but it is not necessarily desirable for individual wellbeing. 
3. The status quo of Romanian’s knowledge on health and health services 
In the Strategic Plan of the Romanian Ministry of Public Health for the period 2008-2010, in the section 
regarding the external analysis of the environment, the following proposition is considered to be a threat: the 
increase of the patients information level, simultaneously with progress and diversification of diagnostically and 
medicamentary technologies, will determine a swelling of their expectation, thus a demand increase for complex 
medical services (Strategic Plan of the Ministry of Public Health, p. 5). In the words of Tversky and Kahneman, 
threat is the frame under which information and technology are included. Thus, the policies formulated according to 
this label are far from fostering a proper level of knowledge among the Romanian population.  
Table 1 illustrates the fact that Romanians are not even knowledgeable in respect with the basic medical services 
they can access. As we can observe, the most well-informed subject is a male, in the 30-49 age group, from an urban 
environment and possessing a higher education diploma. 
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 Table 1. Population knowledge on the basic medical services package 
 
 Do you know what contains the basic medical services package? 
Yes Partially No 
Gender Male 15.9% 15.3% 68.9% 
Female 9.1% 22.6% 68.3% 
Age group 18-29 7.7% 24.8% 67.6% 
30-49 14.9% 19.8% 65.3% 
50-64 10.6% 18.3% 71.0% 
Over 65 12.7% 14.6% 72.8% 
Environment Urban 14.3% 21.7% 64.0% 
Rural 9.9% 16.1% 73.9% 
Education 
 
Lower studies 5.2% 13.8% 81.0% 
Average studies 13.5% 18.8% 67.6% 
Higher education 
studies 
18.8% 27.5% 53.8% 
Source: modified from the 2006 Barometer regarding health services 
 
At the other end, the level of discontent is dramatically high, as it can be seen in Figure 1. More recent statistics 
(than those presented in the 2006 barometer) regarding consumer’s satisfaction with health are revealing the fact that 
the situation has not change: according to a EUROSTAT report (2009, page 252, table 6.9) more than half of the 
inhabitants in Bucharest, the capital city of Romania, are dissatisfied with their hospitals and with their doctors. 
Table 2 brings interesting insights regarding the information sources.Television ranks as the first information 
source for all categories of individuals, followed by the informal discussion and written media. The internet plays a 
more significant role only for the 18-29 age group and those with higher education studies, still with values under 
10%. Moreover, the data presented in the report Consumers in Europe (2009) place us last among the EU countries 
with a percentage of only 6.3% of population (aged 16 or over) who used internet to seek health information on 
injury, disease or nutrition, whether for themselves or others. 
Going further and analysing the structure of consumption expenditures in 2005, we notice that our country pays 
the most to the pharmaceutical products – 79%, (EU average – 42%) while registers 0 at other medical products, 3% 
therapeutic appliances and equipment, 5% medical services, 5% dental services, 3% paramedical services and 5% 
hospital services. Correlating this with television as a „top informer” in health issue it is a surprise to discover that 
Nurofen, Algocalmin and Antinevralgic are occupying the top 3 positions, according to the sales volume, all three 
being medicines granted without a medical prescription. The president of the Romanian pharmacists association 
explains this result one the one hand due to their efficiency, and on the other, due to their promotion through 
advertisement – Ziarul Financiar states that Nurofen has invested the biggest amounts in their publicity campaigns, 
12.2 million euro in the period January-August 2009.  A necessary observation is that in Romania, the medicine 
publicity is possible only for OTC (over-the-counter), thus medicines that can be bought without a medical 
prescription: vitamins, alimentary supplements etc The general trend for this market is to imitate an ordinary market 
for consumption goods like beer, chocolates or cosmetics, and therefore to reinforce our hypothesis of health 
consumerism. 
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Fig. 1. Level of satisfaction with public health services 
 
Another interesting comment is that 3 drugs present in top 5 of the sales are from the painkillers category. We 
don’t have any data regarding the degree of stress and extenuation in the society, thus it will be an interesting line of 
research, exploring the possible linkage between consumerism and the rise of health costs seen as overconsumption 
negative externalities. The problem arises when these remedies are used in abuse and individuals have only a short-
term preoccupation for their well-being and do not further investigate the primal cause of the disorder: “Romanians 
have lost their habit to consult a doctor, and they are learning medicine from TV commercials”(Ioana Cacovean, 
2010).  
 
Table 2. Information sources regarding health services 
 
 What is the source that provides you with the most information on the health services in Romania?  
Written 
media 
Television Radio Internet Discussion 
with friends 
or 
colleagues 
Others I don’t 
know 
Gender Male 5.5% 66.5% 3.7% 2.9% 7.9% 1.8% 11.6% 
Female 6.5% 66.3% 3.6% 1.7% 8.3% 4.1% 9.5% 
Age group 18-29 6.3% 62.6% 2.6% 7.1% 8.3% 3.4% 9.8% 
30-49 6.0% 69.9% 1.8% 2.7% 7.4% 3.1% 9.0% 
50-64 7.3% 72.9% 4.2% 0 7.5% 1.8% 6.2% 
Over 65 4.4% 56.9% 6.9% 0 9.7% 4.0% 18.1% 
Environment Urban 8.2% 61.3% 3.1% 2.9% 10.7% 3.4% 10.4% 
Rural 3.5% 72.4% 4.4% 1.5% 5.1% 2.6% 10.6% 
Education 
 
Lower studies 2.8% 63.9% 6.0% 0 7.6% 3.8% 16.0% 
Average studies 7.5% 68.6% 2.6% 2.2% 7.7% 2.4% 9.1% 
Higher education 
studies 
6.6% 63.3% 3.4% 6.3% 10.6% 3.8% 6.0% 
Source: modified from the 2006 Barometer regarding health  
 
In the general context of increased anxiety, another phenomenon has developed in the health arena: the 
emergence of naturist products. Since 1997, this sector has registered a constant growth rate and in 2004 it was 
estimated that this new market has only reached half of its potential (statistics provided by the Romanian Direct 
393 Rodica Ianole et al. /  Procedia Economics and Finance  8 ( 2014 )  388 – 396 
Selling Association), following an ascendant trend and continuously extending the range of products and national 
network of distribution. Among native producers, a spectacular development can be traced in international firms, 
with more expensive products, like CaliVita International for example. We don’t argue by all means the efficacy of 
these alternative therapies but just noticing their integration into the general trend of health consumerism.  
4. A cybernetic model of health care through the lens of consumerism 
In the light of socio-economic background previously exposed, this section presents the special features of health 
care markets and the arguments for which we have considered the idea of a schematic cybernetic model, supporting 
the increasing loop of health consumerism. 
Health care represents a special market due to many facts. To begin with, asymmetrical information is a strong 
issue because despite all the support health consumerism gets in the sense of empowering the new category of 
„consumer-patient”, they will almost never have the knowledge possessed by a medic. Moreover, the choice and 
decision-making processes under uncertainty have a more acute character than other markets because it is hard to 
predict when we will need health care, what type and at what level. To go even further, it is important to underline 
that within this market we cannot find any consumer-patient mechanism of pricing because it involves a third part 
who pays:  the state and the assurance societies. 
Another important characteristic, under the attention of health economics, is the supplier induced demand 
whereby providers base treatment recommendations on economic, rather than medical criteria. This also brings into 
light the nature of the patient-doctor relationship, which should not be treated as one of the buyer-seller market type. 
In search of a sense of order, the hypothesis of a health cybernetic model seems viable taking into account the 
following arguments (Mocuta, 2009):  
 The health care system is an open one, having connexions, at a macroeconomic level, with the economic 
system, and at a microeconomic level with the household system. 
 It is clearly a complex system because of its dominant human element, prevalent both in terms of inputs 
and outputs.  
 It is a dynamic system because technology plays a tremendous role in health care developement – take for 
example digital health care or e-Health – and modyfing its state during relatively short periods of time. 
 The self regulation characteristic is an issue open to debates. Theoretically it is a feature of the system, but 
the poor results reflected in reality put a question mark next to it. 
With all the premises established, figure 2 graphically illustrates the simple mechanism we want to emphasize, 
where the continuum output drives the needs input. 
 
 
Fig.2 An input-output model for health care 
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Let us developed throughly our understanding of all the categories and elements we have included. Firstly, on the 
inputs level we have the large class of needs for psysical and mental health, a dynamic and problematic group to 
mach in Maslow’s pyramid of needs. Physical health is the overall condition of a living organism at a given time, 
the soundness of the body and freedom from disease or abnormality. These aspects can be easily included into the 
safety needs category. In respect to mental health, the World Health Organization defines it as "a state of well-being 
in which the individual realizes his or her own abilities, can cope with the normal stresses of life, can work 
productively and fruitfully, and is able to make a contribution to his or her community".  In our opinion, this is a sort 
of transcendental need, including features from all superior levels of the pyramid. Thus, this confers the complexity 
character for the inputs category, along with the illustration offered by the an international statistical classification of 
diseases and related health problems. Another aspect to take into account is their dynamic and the ratio between 
physical diseases and mental disorders. Our theme is especially concerned with the second category. For example, in 
his book on the Affluenza virus, James includes a study that shows a strong and significant Pearson correlation 
between the incidence of all forms of emotional distress (depression, anxiety, drug and alcohol abuse) and income 
inequalities, for a group of developed countries (James, 2009, p. 475).  
At this point, we must carefully ask ourselves, do we know what consumers want in respect to health and are they 
rational regarding what they want? The answer to the first question would be that consumers want a longer and 
healthier life. The second question raises, at its turn, other questions. Economists have had a long-standing interest 
in studying peoples’ revealed preferences. That means they observe and study the individuals’ actual choices and 
decisions rather than their stated intentions or subjective reports of what they want/don’t want, like/ dislike. Yet 
people often make choices that bear a mixed relationship to their own preference. A large literature from behavioral 
economics and psychology (Kahneman, 1974, Thaler, 1993, Ariely, 2008) finds that people often make inconsistent 
choices, fail to learn from experience, exhibit reluctance to take into consideration information. In conclusion, they 
depart from the standard model of the rational economic agent. 
Having this insight in mind we can move further to the black box level represented by the hyper consumption 
society. We position it as a black box because it comprises, in a very subtle way, many of our pattern of 
consumption, and thus individual and economic behavior. The direct conexion is made by consumption, in our case 
consumption of health care and health services, and not in a very favorable way at all. To make a brief observation, 
according to the Journal of the American Medical Association, the medicamentary treatment, thus consumption of 
medicines, represents the third cause of mortality, in the US, after heart diseases and cancers. Of course, we 
postulate this to be happening also mainly because of the lack of proper specialized knowledge and the abundance of 
distorted information made through advertisements. 
In addition, we must be aware that we work within a bounded rationality framework, which means that rationality 
is limited by factors like cognitive capacities and time restrictions. The behavior described above is an irrational one 
by excellence, and it is not a very big surprise that the regulation of the system cannot assure optimal decision 
because it takes in considerations only the factors tightly linked to the decision itself, through causality and time, 
neglecting other potential influences. For example, the role played by the memory in rational behavior: human 
rationality relays on psychological and artificial mechanisms of association and indexation, which make accesible 
the memory warehouse. The tendency is to follow a satisfaction type model, which consists in searching a 
satisfactory alternative, but not necessary the optimal one. Therefore, the rational decision, defined as a structural 
decision, based on an information  assembly, reffers more to an utopic ideal, perceived in classical economics as a 
realistic model.  
In this conditions, the third level represented by outputs, doesn’t stand anymore as a surprise: a weak or fagile 
health statusleads to the desire for extremly large expenditures for that health, in some cases public, and in other 
cases, private expenditures. As we already said in the begining of this chapter, the idea of being in fragile health 
translates into low living standards and also low work productivity. 
The reverse connexion, or the feedback, that should have played an adjusting role within this system, also doesn’t 
comply with the classical explanation.  Because the idea of a consumer society remains a non-opened, black box, the 
feedback only generates other needs and desires for a better health a quality of life, without redirecting the issue to 
its primal roots. 
Public policies could represent an efficient tool to revigorate the system but unfortunately, for the case of our 
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country, their formulation has mainly a political basis and not a socio-economic approach as it should. 
To sum up, from an economic perspective, this paradigm shift from that of the formative or production phase 
capitalism to that of the mature or consumption phase capitalism was characterized by Fritjof Capra as one from the 
analytic or reductionist approach where the whole is understood through decomposition to its parts, to the systems 
approach where these parts cannot be understood apart from their relationships with one another within the whole, 
or apart from the whole itself. The transition consists, in other words, in a reversal of the relationship between the 
parts and the whole.   
Conclusions 
Being a consumer becomes everyday more and more demanding for our time, our resources and, most important, 
our identity. Adding health to the equation instantly increases the importance of a simple fact like being capable of 
handling consumption with a clear definition of who is really in control. 
Due to the controversial nature of the subject and the lack of research applied to the case of Romania, regarding 
consumerist practices and health economics, accompanied by a fierce absence of relevant data, this paper does not 
have at all the claim of an exhaustive and complete study. Rather, it wants to underline the new developments, both 
in the evolution of our society and in economics, and their implications over the way we perceived health as 
individuals, and over the aggregate sum of these perceptions materialized in health public policies. The model we 
have conceived, along with the conceptual analysis of health representations within a consumer society, and more 
exactly the Romanian society, are pointing out the fact that consuming health is a special process that doesn’t follow 
the usual rules of consumption and overconsuming it can lead to severe consequences on a long term. Raising 
awareness on the consumerism phenomenon, improving the access to information and enhancing health education, 
can constitute core factors for a „fight-back” strategy of homo economicus in the consumer society. 
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